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Indiana State Department of Health-Division of Long Term Care  

 
 

 
Name:                
     
Address: 
 
Address Line 2: 
 
City: 
 
State:  
 
Zip: 
 
Phone - (area) number: 
 
Fax - (area) number: 
 
Email: 
 
Contact person: 
 

 
 

FOR ISDH USE ONLY 
FACILITY # ASSIGNED: 
 
 

 
 
 
 
 
 
 
 
 
 
 
 


